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Abstract
Background: In view of the reduced number of hours devoted to sleep in modern western societies the question arises
what effects might result from sleep duration on occurrence of chronic diseases.
Methods: Data from 23 620 middle-aged participants of the European Prospective Investigation into Cancer and Nutrition
(EPIC)-Potsdam study, that were recruited between 1994–1998, were analyzed by using Cox proportional hazard regression
to examine the association between self-reported sleep duration at baseline and incidence of chronic diseases, such as
diabetes, myocardial infarction, stroke, and cancer.
Results: During a mean follow-up period of 7.8 years 841 incident cases of type 2 diabetes, 197 cases of myocardial
infarction, 169 incident strokes, and 846 tumor cases were observed. Compared to persons sleeping 7-,8 h/day,
participants with sleep duration of ,6 h had a significantly increased risk of stroke (Hazard Ratio (HR)=2.06, 95%
confidence interval (CI): 1.18–3.59), cancer (HR=1.43, 95% CI: 1.09–1.87), and overall chronic diseases (HR=1.31, 95% CI:
1.10–1.55) in multivariable adjusted models. Self-reported daytime sleep at baseline was not associated with incident
chronic diseases in the overall study sample. However, there had been an effect modification of daytime sleep by
hypertension showing that daytime sleep was inversely related to chronic disease risk among non-hypertensive participants
but directly related to chronic diseases among hypertensives.
Conclusion: Sleep duration of less than 6 h is a risky behavior for the development of chronic diseases, particularly stroke
and cancer, and should be therefore addressed in public health campaigns.
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Introduction
The examination of the relationship between sleep and health
has gained increasing scientific importance, especially in popula-
tion-based studies. In particular, it has been suggested that sleep is
essential for recreation, energy conservation, repair and infection
control, and that it is important for the programming of the brain
[1,2,3].
Understanding the importance of sleep is particularly relevant
as sleeping habits have been changing since the industrial age. In
our modern 24-hour a day society, the overall prevalence of sleep
disorders and daytime sleepiness is high and duration of sleep per
day tends to be decreased [3,4,5,6]. This trend is a result of less
dependency of daylight hours, increased shift-work, long working
hours [6,7,8], increased time spent commuting to and from the
workplace [7], and alterations in lifestyle. Alterations in lifestyle
may for example refer to the double burden of taking care of
family’s needs and work-related responsibilities [8]. The 2005
Sleep in America poll indicates that, on average, adults in America
are sleeping 6.9 h a night when considering both weekday and
weekend sleep. 40% of the respondents reported getting less than
7 h of sleep per night on weekdays. A large majority (75%)
reported having had at least one symptom of a sleep problem, e.g.
difficulties falling asleep, difficulties maintaining sleep, sleep-
related breathing disorders, or getting up feeling not rested, a
few nights a week or more within the past year [9].
Due to the adverse changes in sleeping habits the question arises
which long-term health consequences might result from sleep
deficiency. Emerging data suggest that sleep deprivation has major
metabolic and cardiovascular consequences and consequently
might be a risk factor for poor health in the future [3,10,11,12,13].
Habitual sleep durations of #5–6 h sleep per 24 h may lead to an
increased risk of incident diabetes [14,15,16,17,18], cardiovascular
diseases [19,20,21,22,23], and breast cancer [24]. On the other
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for incident diabetes [15,16,25,26] and cardiovascular diseases
[19,21,27] was elevated. In addition, also daytime naps are
discussed to have detrimental effects on health, e.g. on diabetes
[17] or cardiovascular risk [28]. Up to now, just a few studies
concerning this topic were conducted in Europe and in general
these studies focused on one endpoint and thus did not take into
account competing risks for different chronic disease endpoints.
Therefore, this analysis primarily aims to investigate whether
sleeping habits practiced nowadays are related to the occurrence
of the most important chronic diseases, i.e. the combination of
incident type 2 diabetes, cardiovascular diseases, and cancer,
within the European Prospective Investigation into Cancer and
Nutrition (EPIC)-Potsdam study.
Materials and Methods
Study population: the EPIC-Potsdam study
The European Prospective Investigation into Cancer and
Nutrition (EPIC) study is an ongoing large-scale cohort study on
diet and chronic diseases, especially cancer, with over half a
million participants across Europe. EPIC-Potsdam is one out of 23
centers of EPIC with 27 548 participants aged mainly 35–65 years
that had been recruited between 1994 and 1998 from the general
population of Potsdam and adjacent communities. The study
instruments of the baseline examination included a computer-
guided interview on lifestyle habits and medical history, self-
administered questionnaires on food consumption and lifestyle as
well as physical examinations performed by trained staff at the
study centre [29]. The EPIC-Potsdam study has been approved by
the Ethical Committee of the Federal State of Brandenburg.
Written informed consent for measurements and inquiries
including prospective data collection has been obtained from all
participants before joining EPIC-Potsdam.
Every 2–3 years the participants received a mailed follow-up
questionnaire to assess incident diseases, medication, and changes
in diet and other lifestyle factors. Tracing of non-responders,
reminder services, and computer programs controlling for
completeness or implausible values contribute to the generation
of valid and complete follow-up data and high response rates for
each follow-up round (93–96%) [30].
Participants with prevalent diabetes mellitus, myocardial
infarction, stroke, or cancer (all except non-melanoma skin
cancer) (n=3 130), missing follow-up time (n=589), missing data
on exposure or relevant covariates (n=207) as well as those
reporting not to sleep at all (n=2) were excluded. Thus, 23 620
participants (14 497 women and 9 123 men) remained for the
analyses. Study participants were followed up until 2007. The
follow-up time (person-years) was derived from the age at
recruitment and the age at one of the following end-points: date
of diagnoses, date of death, or return of the last follow-up
questionnaire, whichever came first.
Assessment of exposure
Participants were asked about their average duration of sleep (in
hours) at night and at day during the last 12 months with two open
questions in the baseline interview. Moreover, also sleep disorders
were assessed in the baseline interview with the following
questions: ‘‘Have you ever suffered from sleep disorders that were
treated by a physician?’’ If this question was answered with ‘‘yes’’,
participants were further asked: ‘‘How long did you suffer from
sleep disorders? Please total all periods in which you suffered from
sleep disorders.’’
Assessment of chronic diseases
Information about potential incident chronic diseases occurring
during follow-up were regularly assessed from self-reports of the
respective condition, medication use, or reasons for a reported
change in diet in the follow-up questionnaires. All potential
incident cases were verified using information of medical reports
from the treating physician, cancer registries, or death certificates
[30]. Diseases were coded based on the International Classification
of Disease (ICD-10: I21 for myocardial infarction, I60, I61, I63,
I64 for stroke, E11 for diabetes, and C00-C97 for cancer (except
C44: non-melanoma skin cancer). In case of multiple diseases, only
the first clinical event was considered for the analysis.
Statistical analyses
Sleep duration at baseline was considered as the main exposure
variable. Based on the habitual sleep duration, participants are
classified as short, long, or normal sleepers. Therefore, the sleep
duration at night and at day was summed and participants were
categorized into five groups according to their sleep duration
following the distribution of sleep duration in this cohort and cut-
offs used in former publications: ,6, 6-,7, 7-,8, 8-,9 and $9h
per 24 h (,6 h is defined as short, 6-,7 h as shortened, 7-,8ha s
normal/average, 8-,9 h as normal/prolonged and $9 h as long
sleep duration). These groups were characterized by descriptive
univariate statistics in order to examine the correlates of long and
short sleep. Baseline characteristics of the study population are
presented as arithmetic means and standard deviations (for
continuous variables) and percentages (for categorical variables).
The risk of developing a chronic disease in different groups of
sleep duration was analyzed by means of Cox proportional hazard
regression analyses. Age- and sex- as well as multivariable-adjusted
hazard ratios (HR) and 95% confidence intervals (CI) were
calculated using 7-,8 h of sleep as the reference group. This
reference was chosen for two reasons. First, 7 h of sleep had been
shown to be associated with the lowest risk of mortality [31,32,33]
and also morbidity e.g. cardiovascular disease [13] or diabetes
[12]. Second, the average sleep duration was 7 h in this sample
(mean: 7.3 h, median: 7 h).
The primary endpoint was defined as the first incident chronic
disease – i.e. type 2 diabetes, myocardial infarction, stroke, or
cancer. Additional events at a later date were not considered. The
follow-up time was defined as time period between the age of
recruitment and the age of exit (age of diagnoses, death, or
censoring). To be less sensitive against violation of the proportional
hazards assumption, all models were stratified by age. Relevant
covariates, e.g. socioeconomic and lifestyle factors were considered
by multivariable adjustment. Therefore, four models were carried
out. The first model (model 1, reduced model) was adjusted for
sex. The second model (model 2) additionally included sleeping
disorders (yes/no), alcohol intake from beverages (non-consumers;
men: 1. .0–12 g/d, 2. .12–24 g/d, 3. .24 g/d; women: 1. .0–
6 g/d, 2. .6–12 g/d, 3. .12 g/d), smoking status (never, former,
current), walking, cycling, sports (hours/week), employment status
(employed vs. unemployed), and education (university of applied
sciences or university degree vs. technical school or lower degree).
Model 3 was further adjusted for potential intermediates, i.e. BMI
(kg/m
2), waist-to-hip ratio, prevalent hypertension at baseline
(yes/no), and history of high blood lipid levels at baseline (yes/no).
Model 4 furthermore included consumption of caffeinated
beverages (coffee and black tea in g/day), satisfaction with life (4
levels: very satisfied, rather satisfied, rather dissatisfied, very
dissatisfied), satisfaction with health (4 levels: very satisfied, rather
satisfied, rather dissatisfied, very dissatisfied), and intake of
antidepressants (yes/no). Covariables were defined based on a
Sleep Duration and Chronic Diseases
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general, the same covariates were included in each model, except
baseline prevalent hypertension and higher blood lipid levels,
which were not included in the multivariable models for cancer.
In addition to sleep duration, we further investigated the effect
of timing of sleep (daytime naps (yes/no) and night-time sleep (,6,
6-,7, 7-,8, 8-,9 and $9 h)) on the risk of chronic diseases using
analogous multivariable Cox regression models.
Moreover, interactions of sleep duration (continuous) with sex,
sleeping disorders (yes/no), age (,60 vs. $60 years), alcohol
intake (category 2 and 3 vs. category 1), obesity (BMI $30 kg/m
2:
yes/no), and hypertension (yes/no) were investigated. Further-
more, interactions of these variables with daytime sleep were
examined. Therefore, models with and without interaction terms
were compared using the likelihood-ratio test. All p values were
two-sided and a significance level of p,0.05 was applied.
All analyses were performed with SAS statistical software
(release 9.2; SAS Institute Inc, Cary, North Carolina).
Results
The baseline characteristics of participants of the EPIC-
Potsdam cohort according to sleep duration are described in
Table 1. Older people, women, and individuals with less
education were more likely to report long sleep durations
($9 h). Of note, there was a relatively low proportion of employed
persons among long sleepers (34% compared to 66–78% in the
other groups) which is partly due to the relatively high amount of
(early) retired persons in this group. Furthermore, also the group of
short sleepers (,6 h) was slightly older and less high educated
compared to average sleepers.
Many health variables showed an U-shaped relation with sleep
duration, such as sleeping disorders, obesity, hypertension, and
high blood lipid levels.
There were no marked differences in intake of important food
groups between different sleep groups, except the intake of
caffeinated beverages like coffee and black tea which is linearly
inversely related to sleep duration. Therefore, food intake was not
included into the multivariate models.
Satisfaction with life was linearly associated with length of sleep
(17% were very satisfied with their life in persons sleeping ,6 h/d
compared to 28% in those sleeping $9 h/d). In contrast, U-
shaped relations were observed for other psychosocial variables
like satisfaction with health and use of antidepressants. The use of
antidepressants was especially pronounced in persons sleeping
,6 h/d (every 10
th person reported intake of antidepressants).
Table 2 shows the association of sleep duration with risk of type
2 diabetes, myocardial infarction, stroke, and cancer. During a
mean follow-up period of 7.8 years (184 388 person-years) 841
cases of incident diabetes, 197 cases of incident myocardial
infarction, 169 cases of incident stroke, and 846 incident tumor
cases occurred.
Compared to persons with habitual sleep duration of 7-,8h ,
participants reporting less than 6 h/day of sleep had an about
30% increased risk of developing overall chronic diseases in the
fully adjusted model (model 4: HR=1.31, 95% CI: 1.10–1.55)
(Figure 1 and Table 2).
Concerning specific disease outcomes, diabetes was related to
short sleep, i.e. ,6 h/day, in the model 1 as well as in model 2
(model 2: HR=1.36, 95% CI: 1.04–1.79). Further inclusion of
potential intermediates, predominantly BMI, attenuated the effect
of sleep (model 3: HR=1.08, 95% CI: 0.82–1.42). The association
between short sleep and myocardial infarction was significant in
the model 1 (HR=1.78, 95% CI: 1.07–2.97) but inclusion of
lifestyle factors, particularly smoking, attenuated this association
(model 2: HR=1.54, 95% CI: 0.92–2.59). In addition, short
sleepers had a more than 2-fold increased risk of developing stroke
compared to those sleeping 7-,8 h, independent of the kind of
model chosen (model 4: HR=2.06, 95% CI: 1.18–3.59). Short
sleep duration is also an independent risk factor for overall cancer
and consideration of several covariates did almost not change the
effect estimate (model 4: HR=1.43, 95% CI: 1.09–1.87).
However, a competing risk analysis revealed that effect estimates
for the single disease endpoints did not differ significantly from
each other. Hence, it was possible to combine all events to one
outcome called ‘‘overall chronic disease’’.
Concerning long sleep duration, no effect was observed for the
risk of chronic diseases in general, but it was shown to be
associated with an increased risk of stroke (model 4: HR for $9h /
day=1.65, 95% CI: 1.00–2.73).
We further studied the role of timing of sleep. Concerning
overall chronic disease risk the effect estimates for sleep at night
were similar to those of overall sleep duration because sleep at
night constitutes a major part of overall sleep (,6 h: HR=1.27
(1.08–1.50)) (Table S1). However, the association of ,6ho f
night-time sleep with stroke was only borderline significant after
inclusion of further covariates and sleep duration at day into the
multivariable regression model. This indicates that a slight
compensation of short night-time sleep by daytime naps might
be possible (HR=1.66 (0.97–2.86)). Furthermore, the association
of $9 h of night-time sleep with stroke was not significant (HR for
$9 h of sleep at night: 1.56 (0.89–2.75)).
Only 11.5% of participants of the EPIC-Potsdam sample were
reporting daytime sleep which had an average duration of ,1h
(mean=1.1 h). Therefore, only two exposure groups were
compared: namely persons with and without daytime naps. The
separate analysis of daytime naps revealed no influence on risk of
chronic diseases in the overall study sample. The initially
significant association of daytime napping with the risk of stroke
in the model 1 (HR=1.52 (1.04–2.24)) disappeared after
multivariable adjustment (HR=1.38 (0.93–2.03), table not
shown). Interestingly, a significant interaction of daytime naps
and hypertension in relation to chronic disease risk (p for
interaction=0.04) and cancer was observed (p for interac-
tion=0.03). Consequently, additional analyses that were strati-
fied by prevalent hypertension were conducted (Table 3).
Stratification by baseline hypertension revealed that in hyperten-
sive persons that reported to sleep during the day the risk for
overall chronic disease tends to be increased (HR=1.13 (0.98–
1.31)) which was mainly driven by stroke (HR=1.51 (0.96–2.37)).
In contrast, the risk of overall chronic disease is decreased among
non-hypertensive persons reporting daytime naps (HR=0.75
(0.59–0.96)) which is mainly due to a reduced risk for cancer
(HR=0.68 (0.49–0.95)).
Discussion
Short sleep and chronic diseases
Our results showed that, compared to average sleep (7-,8 h),
short sleep (,6 h per day) was associated with a 30% increased
risk of overall chronic disease, in particular stroke (2-fold increased
risk) and overall cancer (more than 40% increased risk).
This analysis was based on a first incident event analysis which
is a novel approach that enables to compare the effect of sleep on
different endpoints such as diabetes, cardiovascular diseases, and
cancer. There has been previous evidence that short sleep (,5–
6 h) is a habit that is associated with increased risk of chronic
diseases [3,10,11,12,13].
Sleep Duration and Chronic Diseases
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duration and diabetes risk and some of them showed that short
sleep is an independent risk factor for diabetes [14,15,16,17,18]. In
contrast, our results showed no relation between short sleep
duration and incidence of diabetes after adjustment for potential
intermediates. Similar to us, Hayashino et al. [34] and Bjo ¨rkelund
et al. [35] did not find a significant association of sleep duration
and diabetes risk. A possible reason for this discrepancy is the role
of BMI in the relationship of sleep duration and diabetes as a
potential mediator. It is often described in the literature that sleep
restriction may lead to obesity by a number of biological
mechanisms, e.g. via increased insulin resistance or via altered
secretion of hormones like ghrelin or cortisol, which in turn could
lead to subsequent diabetes [3,10,36,37]. Thus, our risk estimates
for short sleep duration as well as those of Ayas et al. [25] were
attenuated to non-significant risk estimates after adjustment for
Table 1. Baseline Characteristics and Risk Factors for Chronic Disease by Self-reported Sleep Duration.
Sleep duration ,6 h/day 6-,7 h/day 7-,8 h/day 8-,9 h/day $9 h/day
No. of subjects: 23 620 (100%) 1 242 (5.3%) 4 653 (19.7%) 9 820 (41.6%) 6 133 (26.0%) 1 772 (7.5%)
Age (years) 50.9 (8.3) 48.8 (8.4) 48.5 (8.5) 49.4 (9.3) 53.9 (9.5)
Women, % 61.7 57.9 59.5 65.6 65.9
Employed, % 67.6 78.4 78.1 66.2 33.5
(Early) retirees, % 18.7 12.7 12.7 21.3 48.2
University of applied sciences/university degree, % 29.0 40.6 41.0 35.1 25.5
Sleeping disorders, % 26.7 15.8 12.8 12.6 15.8
Obesity (BMI $30 kg/m
2), % 21.9 16.7 14.3 14.7 20.7
Prevalent hypertension, % 51.9 45.8 43.6 46.5 55.0
History of high blood lipid levels, % 32.4 24.8 23.3 24.9 32.5
Current smoker, % 25.4 23.8 19.5 18.4 21.6
Walking, cycling, sports (h/week) 11.5 (8.3) 10.4 (7.3) 10.4 (7.0) 11.0 (7.4) 12.2 (7.7)
Beverages, low-energy (g/day)
a 1 279.9 (783.7) 1 197.4 (683.6) 1 109.8 (590.9) 1 118.9 (631.0) 1 165.4 (667.0)
Beverages, high-energy (g/day)
b 248.2 (306.5) 245.0 (271.4) 232.3 (252.8) 241.7 (257.9) 252.8 (278.9)
Caffeinated beverages (g/day)
c 600.6 (442.5) 584.9 (379.2) 545.2 (332.8) 521.5 (330.2) 513.7 (335.1)
Fresh fruit (g/day) 144.4 (99.1) 142.0 (96.5) 140.0 (94.1) 143.6 (97.7) 142.0 (99.6)
Vegetables (g/day)
d 123.8 (61.9) 123.8 (59.3) 122.3 (61.0) 125.3 (59.5) 127.9 (62.1)
Whole grain bread and muesli (g/day) 50.9 (59.5) 53.2 (60.1) 50.2 (57.5) 50.7 (58.7) 46.5 (55.4)
Other bread and flakes (g/day) 133.1 (84.2) 137.8 (85.8) 130.6 (79.9) 131.7 (78.3) 124.1 (70.1)
Side dishes (g/day)
e 94.1 (52.9) 95.6 (51.5) 97.0 (49.7) 100.6 (50.7) 109.7 (51.9)
Dairy products (g/day)
f 254.5 (260.6) 236.9 (233.8) 228.2 (218.6) 229.8 (217.2) 239.5 (245.8)
Meat (g/day)
g 114.8 (74.3) 116.8 (72.1) 116.5 (66.0) 112.2 (65.5) 109.6 (65.2)
Fish (g/day) 25.3 (31.1) 23.9 (23.7) 23.2 (24.0) 23.5 (26.5) 24.1 (23.3)
Eggs (g/day) 18.5 (18.1) 18.1 (18.2) 17.6 (15.6) 17.3 (14.1) 16.9 (16.8)
Butter (g/day) 8.1 (12.8) 9.3 (13.3) 8.7 (12.5) 9.0 (12.4) 9.1 (12.5)
Vegetable oil (g/day) 3.2 (3.2) 3.4 (3.3) 3.4 (3.4) 3.5 (3.5) 3.4 (3.2)
Sweets (g/day)
h 117.5 (109.9) 114.7 (92.5) 113.9 (89.3) 112.4 (89.1) 117.5 (98.2)
Snacks (g/day)
i 22.7 (20.3) 23.9 (20.5) 24.2 (19.8) 23.2 (18.8) 21.4 (18.6)
Alcohol intake (g/day) 13.7 (19.2) 14.6 (18.0) 14.6 (17.5) 13.8 (18.4) 13.5 (23.9)
Energy intake (kJ/day) 8 999.5 (3 252.3) 9 085.3 (3 050.2) 8 879.3 (2 802.2) 8 797.4 (2 806.7) 8 761.2 (2 962.1)
Very satisfied with life, % 17.1 21.2 23.4 27.1 28.3
Very satisfied with health, % 17.6 20.5 23.0 24.2 20.0
Intake of antidepressants, % 11.0 6.3 5.0 5.2 8.1
Categorical variables are presented as percentages within the respective subgroup and continuous variables are expressed as means with standard deviation in
parentheses.
aLow-energy beverages: water, coffee (including de-caffeinated coffee), tea (including herbal tea), low-energy soft drinks (energy-reduced cola, lemonades).
bHigh-energy beverages: juice, high-energy soft drinks (cola, lemonades, non-alcoholic beer, malt beer).
cCaffeinated beverages: coffee, black tea.
dVegetables are also including legumes.
eSide dishes: pasta, rice, potatoes.
fDairy products: milk, yoghurt, curd, soured milk/kefir, cream, cheese.
gMeat: red meat, poultry, processed meat.
hSnacks: french fries, pizza, chips.
iSweets: cakes, cookies, confectionary, sweet bread spread, desserts.
doi:10.1371/journal.pone.0030972.t001
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intermediate that contribute to attenuation of the association
between sleep duration and diabetes.
Fewer studies were conducted on sleep deficiency in relation to
stroke and myocardial infarction. Chen et al. reported associations
of short sleep duration with ischemic stroke in postmenopausal
women (HR=1.14, 95% CI: 0.97–1.33 for #6 h compared to 7 h
of sleep), which became significant after exclusion of those with
baseline comorbidities like cardiovascular disease or diabetes
mellitus (HR=1.22, 95% CI: 1.03–1.44) [21]. In contrast, Amagai
et al. found no association of sleep duration and stroke after
multivariable adjustment [22] which might be due to a relative
small number of cases incorporated into this analysis. Regarding
myocardial infarction we could not identify a significant relation
with short sleep duration which is in contrast to the results of some
previous studies, e.g. the Monitoring Trends and Determinants on
Cardiovascular disease (MONICA) study [20], or the Japanese
Jichi Medical Cohort Study [22], that reported on increased risk of
myocardial infarction among women or men with short sleep. In
our analyses, the association of sleep duration and myocardial
Table 2. Hazard ratios (HR) and 95% Confidence Intervals for Type 2 Diabetes, Myocardial Infarction, Stroke, and Cancer by Sleep
Duration in the EPIC-Potsdam Cohort.
,6 h/day 6-,7 h/day 7-,8 h/day 8-,9 h/day $9 h/day
Overall chronic disease (cases/person-years)
a 162/9 282 376/36 006 790/78 263 511/47 561 203/13 276
Crude rate per 1000 person-years 17.5 10.4 10.1 10.7 15.3
HR model 1
b 1.54 (1.30–1.83) 1.02 (0.90–1.15) 1.0 1.00 (0.90–1.12) 1.09 (0.93–1.27)
HR multivariable-adjusted, model 2
c 1.47 (1.24–1.74) 0.99 (0.88–1.13) 1.0 0.99 (0.88–1.11) 1.02 (0.87–1.20)
HR multivariable-adjusted, model 3
d 1.33 (1.12–1.57) 0.96 (0.85–1.09) 1.0 0.97 (0.86–1.08) 0.97 (0.83–1.14)
HR multivariable-adjusted, model 4
e 1.31 (1.10–1.55) 0.96 (0.85–1.09) 1.0 0.96 (0.86–1.08) 0.97 (0.83–1.14)
Type 2 diabetes (cases/person-years) 62/9 282 161/36 006 330/78 263 199/47 561 89/13 276
Crude rate per 1000 person-years 6.7 4.5 4.2 4.2 6.7
HR model 1
b 1.44 (1.10–1.89) 1.04 (0.86–1.25) 1.0 0.97 (0.81–1.16) 1.24 (0.97–1.58)
HR multivariable-adjusted, model 2
c 1.36 (1.04–1.79) 1.02 (0.84–1.23) 1.0 0.95 (0.80–1.14) 1.16 (0.91–1.49)
HR multivariable-adjusted, model 3
d 1.08 (0.82–1.42) 0.94 (0.78–1.14) 1.0 0.92 (0.77–1.10) 1.04 (0.81–1.32)
HR multivariable-adjusted, model 4
e 1.06 (0.80–1.40) 0.94 (0.78–1.14) 1.0 0.92 (0.77–1.10) 1.05 (0.82–1.33)
Myocardial infarction (cases/person-years) 18/9 282 33/36 006 81/78 263 44/47 561 21/13 276
Crude rate per 1000 person-years 1.9 0.9 1.0 0.9 1.6
HR model 1
b 1.78 (1.07–2.97) 0.89 (0.59–1.34) 1.0 0.90 (0.62–1.30) 1.15 (0.70–1.89)
HR multivariable-adjusted, model 2
c 1.54 (0.92–2.59) 0.83 (0.55–1.24) 1.0 0.85 (0.59–1.24) 0.97 (0.59–1.62)
HR multivariable-adjusted, model 3
d 1.45 (0.87–2.44) 0.80 (0.53–1.20) 1.0 0.82 (0.56–1.19) 0.93 (0.56–1.55)
HR multivariable-adjusted, model 4
e 1.44 (0.85–2.43) 0.80 (0.53–1.20) 1.0 0.82 (0.56–1.19) 0.89 (0.54–1.49)
Stroke (cases/person-years) 17/9 282 29/36 006 55/78 263 44/47 561 24/13 276
Crude rate per 1000 person-years 1.8 0.8 0.7 0.9 1.8
HR model 1
b 2.32 (1.34–4.01) 1.14 (0.73–1.79) 1.0 1.23 (0.83–1.84) 1.84 (1.12–3.02)
HR multivariable-adjusted, model 2
c 2.20 (1.27–3.82) 1.15 (0.73–1.80) 1.0 1.19 (0.80–1.77) 1.69 (1.02–2.79)
HR multivariable-adjusted, model 3
d 2.12 (1.22–3.68) 1.13 (0.72–1.77) 1.0 1.16 (0.78–1.73) 1.62 (0.98–2.68)
HR multivariable-adjusted, model 4
e 2.06 (1.18–3.59) 1.13 (0.72–1.77) 1.0 1.16 (0.77–1.73) 1.65 (1.00–2.73)
Cancer (cases/person-years)
f 66/9 282 154/36 006 328/78 263 229/47 561 69/13 276
Crude rate per 1000 person-years 7.1 4.3 4.2 4.8 5.2
HR model 1
b 1.46 (1.12–1.91) 1.00 (0.83–1.21) 1.0 1.04 (0.88–1.23) 0.82 (0.63–1.06)
HR multivariable-adjusted, model 2
c 1.43 (1.10–1.87) 0.99 (0.82–1.20) 1.0 1.03 (0.87–1.23) 0.79 (0.61–1.04)
HR multivariable-adjusted, model 3
d 1.43 (1.09–1.87) 0.99 (0.82–1.20) 1.0 1.03 (0.87–1.22) 0.79 (0.60–1.03)
HR multivariable-adjusted, model 4
e 1.43 (1.09–1.87) 0.99 (0.82–1.20) 1.0 1.03 (0.87–1.22) 0.79 (0.60–1.03)
aType 2 diabetes, myocardial infarction, stroke, or cancer, whichever occurs first.
bStratified by age and adjusted for sex.
cAdditionally adjusted for sleeping disorders (yes/no), alcohol intake from beverages (non-consumers, men: .0–12 g/d, .12–24 g/d, .24 g/d; women: .0–6 g/d, .6–
12 g/d, .12 g/d), smoking status (never, former, current), walking, cycling, sports (hours/week), employment status (employed vs. unemployed), and education
(technical school or lower degree vs. university of applied sciences or university degree).
dAdjusted for the variables in model 2 plus potential mediators: BMI (kg/m
2), waist-to-hip ratio, prevalent hypertension at baseline (yes/no), and history of high blood
lipid levels at baseline (yes/no).
eAdjusted for the variables in model 3 plus consumption of caffeinated beverages (coffee and tea in g/day), satisfaction with life (4 levels: very satisfied, rather satisfied,
rather dissatisfied, very dissatisfied), satisfaction with health (4 levels: very satisfied, rather satisfied, rather dissatisfied, very dissatisfied), and intake of antidepressants
(yes/no).
fModel 3–4 for cancer includes the same covariable-set as models for type 2 diabetes, myocardial infarction, and stroke, except prevalent hypertension at baseline (yes/
no), and history of high blood lipid levels at baseline (yes/no).
doi:10.1371/journal.pone.0030972.t002
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inclusion of further covariates, especially smoking, but also alcohol
drinking, hypertension, and satisfaction with health, removed the
effect of sleep.
To our knowledge, this is the first study analyzing the
relationship between sleep duration and overall cancer risk
thereby observing an increased risk of developing cancer among
participants reporting ,6 h of sleep. Only a few studies examined
the association between short sleep duration and breast cancer
showing varying results. Kakizaki et al. found that women with
#6 h sleep are at increased risk of developing incident breast
cancer (HR=1.62, 95% CI: 1.05–2.50; p for trend=0.03) [24]
whereas results by other researchers indicate that a long sleep
duration of 9 h or more might have protective effects for breast
cancer risk [39,40]. On the contrary, data from the Nurses’ Health
Study does not support an inverse association of long sleep
duration and breast cancer risk [41]. Furthermore, these authors
called upon more research on the specific cancer sites and their
relation to sleep quantity or quality.
Biological mechanisms
A number of possible explanations for the association between
decreased sleep duration and chronic diseases can be discussed. Short-
term sleep deprivation induces inflammatory processes as well as an
activation of the sympathetic nervous system, increased blood
pressure, higher evening cortisol levels, and impaired glucose
tolerance [42,43,44,45,46,47] thus leading to an elevated risk of
cardiovascular diseases and diabetes. Moreover, short sleep was
shown to be related to increased levels of ghrelin, an appetite
stimulant, and decreased levels of leptin, a satiety factor, which
promotes appetite and food intake thereby leading to an increased risk
of obesity [10]. However, total energy intake or food intake did not
substantially differ across sleep categories in this cohort (see Table 1).
More research is necessary to examine the relationship between sleep
duration and food intake or meal patterns and meals contents.
Concerning cancer, current experimental and epidemiological
evidence supports a link between melatonin production and risk of
the development of cancer, especially breast cancer. Melatonin is a
pineal hormone that is involved in the circadian regulation and
facilitation of sleep, the inhibition of cancer development and
growth as well as the enhancement of immune function.
Individuals with short night sleep experience a suppression of
melatonin secretion. Thus, these individuals are more likely to
suffer from sleep disturbances, immune suppression and moreover
are at a higher risk of developing a number of different cancers
[11]. In addition, other mechanisms like inflammatory processes
or changes in the autonomous tone could possibly mediate the link
between sleep deficiency and cancer risk. Still, further research is
necessary to get advanced insight into the relationship between
sleep deficiency and cancer.
Long sleep and chronic diseases
In agreement with others, our study indicates that prolongation
of sleep above 9 h might be also not the best option. We found
that risk of stroke was also increased by 65% in persons reporting
long sleep duration ($9 h). Similar observations were made by
Chen et al. who found not only short sleep but also long sleep
duration to be associated with ischemic stroke in postmenopausal
women (HR=1.24, 95% CI: 1.04–1.47 and HR=1.70, 95% CI:
1.32–2.21 for women reporting 8 and $9 h of sleep) [21]. In
addition, an increased risk of stroke was observed only for those
sleeping more than 8 h in the First National Health and Nutrition
Examination Survey (NHANES-I) [27]. Previous studies suggest
that long sleep is further associated with an increased risk of
developing incident diabetes [15,16,25,26] which was not
confirmed by our study. Of note, these studies were less stringent
in excluding participants with chronic diseases at baseline which
could affect sleeping hours.
The association of long sleep with cardiovascular diseases like
stroke could be explained by poor sleep quality or poor health at
Figure 1. Association of sleep duration with overall chronic disease risk. Stratified by age and adjusted for sex, sleeping disorders, alcohol
intake from beverages, smoking status, walking/cycling/sports, employment status, education, BMI, waist-to-hip ratio, prevalent hypertension at
baseline, history of high blood lipid levels at baseline, consumption of caffeinated beverages, satisfaction with life, satisfaction with health, and intake
of antidepressants.
doi:10.1371/journal.pone.0030972.g001
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could lead to subsequent hypertension, or circulatory disturbances
in the brain, factors for which we could not control for in the
statistical analysis. Long sleep may therefore represent an
epiphenomenon of co-morbidity [48]. The positive association of
a long overall sleep duration per day with stroke is also reflected by
the association of daytime sleep and stroke among hypertensives
which might be responsible for this overall effect.
Daytime naps and chronic diseases
It is important to note that there had been effect modification by
prevalent hypertension at baseline regarding daytime sleep.
Among hypertensive persons reporting daytime naps the risk for
overall chronic disease, in particular stroke, tend to be increased;
whereas among non-hypertensive participants that stated to sleep
during the day the risk of overall chronic disease, primarily cancer,
is decreased.
This observation could be explained by a worse health
condition or relevant symptomatic sleep-related breathing disorder
(SRBD) among persons with hypertension reporting daytime sleep.
It has been shown that persons with poor health, pain, depression,
or those with poorer quality of sleep at night, e.g. by fragmented
sleep with elevated number of arousals, in general tend to have
daytime naps more frequently [49,50,51]. Therefore taking long
naps was found to be associated with higher morbidity and
mortality, especially among the elderly [17,28,52,53], which is in
line with our findings.
In contrast, short daytime naps among healthy persons might be
a part of good lifestyle or a result of good sleep hygiene with stress
relieving effects like it is making siesta in southern Europe
[52,54,55]. A nap of less than 30 min duration during the day
promotes wakefulness and alertness, reduces a sleep deficit and
enhances performance and learning ability. Thus, daytime sleeping
habits ingeneralcanreflectdifferent conceptsof lifestyle and health.
Table 3. Hazard ratios (HR) and 95% confidence intervals for daytime sleep and chronic diseases stratified by prevalent
hypertension.
Non-hypertensive participants Hypertensive participants
Daytime sleep No Yes No Yes
11 517 (90.4%) 1 223 (9.6%) 9 387 (86.3%) 1 493 (13.7%)
Overall chronic disease (cases/person-years)
a 604/91 920 85/9 618 1 080/71 959 273/10 890
Crude rate per 1000 person-years 6.6 8.8 15.0 25.1
HR model 1
b 1.0 0.82 (0.65–1.05) 1.0 1.22 (1.06–1.41)
HR model 2
c 1.0 0.77 (0.61–0.98) 1.0 1.21 (1.04–1.39)
HR model 3
d 1.0 0.75 (0.59–0.96) 1.0 1.13 (0.98–1.31)
Type 2 diabetes (cases/person-years) 178/91 920 24/9 618 521/71 959 118/10 890
Crude rate per 1000 person-years 1.9 2.5 7.2 10.8
HR model 1
b 1.0 0.85 (0.54–1.33) 1.0 1.22 (0.99–1.51)
HR model 2
c 1.0 0.81 (0.51–1.27) 1.0 1.21 (0.97–1.50)
HR model 3
d 1.0 0.77 (0.49–1.22) 1.0 1.05 (0.84–1.30)
Myocardial infarction (cases/person-years) 51/91 920 10/9 618 105/71 959 31/10 890
Crude rate per 1000 person-years 0.6 1.0 1.5 2.8
HR model 1
b 1.0 1.20 (0.58–2.49) 1.0 1.41 (0.92–2.17)
HR model 2
c 1.0 1.00 (0.47–2.12) 1.0 1.31 (0.84–2.04)
HR model 3
d 1.0 0.98 (0.46–2.09) 1.0 1.27 (0.82–1.98)
Stroke (cases/person-years) 36/91 920 9/9 618 95/71 959 29/10 890
Crude rate per 1000 person-years 0.4 0.9 1.3 2.7
HR model 1
b 1.0 1.27 (0.58–2.76) 1.0 1.60 (1.03–2.49)
HR model 2
c 1.0 1.12 (0.51–2.46) 1.0 1.54 (0.98–2.43)
HR model 3
d 1.0 1.10 (0.50–2.42) 1.0 1.51 (0.96–2.37)
Cancer (cases/person-years) 341/91 920 43/9 618 366/71 959 96/10 890
Crude rate per 1000 person-years 3.7 4.5 5.1 8.8
HR model 1
b 1.0 0.72 (0.52–1.00) 1.0 1.09 (0.86–1.38)
HR model 2
c 1.0 0.68 (0.49–0.95) 1.0 1.08 (0.85–1.38)
HR model 3
e 1.0 0.68 (0.49–0.95) 1.0 1.07 (0.84–1.37)
aType 2 diabetes, myocardial infarction, stroke or cancer, whichever occurs first.
bStratified by age and adjusted for sex.
cAdditionally adjusted for sleeping disorders (yes/no), sleep duration at night (,6, 6-,7, 7-,8, 8-,9, $9 h), alcohol intake from beverages (non-consumers, men: .0–
12 g/d, .12–24 g/d, .24 g/d; women: .0–6 g/d, .6–12 g/d, .12 g/d), smoking status (never, former, current), walking, cycling, sports (hours/week), employment
status (employed vs. unemployed), and education (technical school or lower degree vs. university of applied sciences or university degree).
dAdjusted for the variables in model 2 plus BMI (kg/m2), waist-to-hip ratio, and history of high blood lipid levels at baseline (yes/no).
eModel 3 for cancer includes the same covariates as models for type 2 diabetes, myocardial infarction and stroke, except history of high blood lipid levels at baseline
(yes/no).
doi:10.1371/journal.pone.0030972.t003
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The present study has a number of strengths including its
prospective nature, the large sample size, high rate of follow-up,
and verification of the self-reported information on disease
through medical reports [30].
Though, with a recruitment proportion of 22.7% of the
originally inquired persons, the EPIC-Potsdam cohort does not
present a representative sample of the general population. In most
studies, hence also in EPIC-Potsdam, the participating people are
more health-conscious than non-participating people. Comparison
to data from a representative health survey in eastern Germany
showed that study participants in EPIC-Potsdam are characterized
by a higher socio-economic status, higher health consciousness,
and a better health status than the general population in East
Germany [56].
One important methodological limitation of this study is the fact
that sleep duration was self-reported and measured only at study
recruitment. The Coronary Artery Risk Development in Young
Adults (CARDIA) study showed that subjective reports of habitual
sleep may be biased by systematic over-reporting among partici-
pants with short sleep durations compared to actigraph-measured
sleep [57]. However, other comparisons of subjective sleep duration
to the gold standard, polysomnography, or other more direct
assessments like actigraphy showed good correlations [58,59].
To increase validity of the results, it would be preferable to rely
on repeated objective assessment of sleep quantity and quality,
such as actigraphy [60] or even polysomnography [61], although
feasibility of such methods might be questionable in large-scale
cohort studies.
Another drawback of the EPIC study is that information on shift
work or individual sleep requirement is missing. Furthermore, our
question about the presence of any sleep disorder treated by a
physician can not be regarded as a valid medical diagnosis and
might underestimate the total prevalence of sleep disturbances. We
also do not have further information about sleep quality or specific
sleep disorders, like for example insomnia, sleep-disordered
breathing (snoring, sleep apnea), restless legs syndrome, hyper-
somnia, or parasomnia, which might mediate the relationship of
sleep and chronic diseases.
A further limitation is that all types of cancer were combined to
one endpoint due to small number of cases for single cancer sites in
this sample. However, in view of public health messages it is most
relevant to ask whether the overall risk of cancer is impacted by
sleep deprivation, independent of the type of cancer.
Conclusion
In conclusion, short sleep duration is a strong risk factor for
development of chronic diseases and thus is of significant public
health relevance as sleep habits are amenable to behavioral
interventions. This may be especially important in the context of
the reduced sleeping hours observed during the last decades.
However, compared to other lifestyle factors, e. g. nutrition,
smoking, or physical activity, sleep is less apparent to the public to
be a modifiable risk factor for chronic diseases. Therefore, it is
important to increase awareness of the importance of sleep among
health professionals and the lay public. Since short sleep is not only
a personal choice also the roots of sleep deprivation, for instance
shift work and prolonged working hours, should be addressed by
making changes in work patterns and access to sleep recovery
[7,8]. Future studies should explore the efficacy of sleep
interventions or rather changes in sleep habits for prevention of
chronic disease.
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2), waist-to-hip ratio, prevalent
hypertension at baseline (yes/no) and history of high blood lipid
levels at baseline (yes/no).
f Model 3 for cancer includes the same
covariates as models for type 2 diabetes, myocardial infarction and
stroke, except prevalent hypertension at baseline (yes/no), history
of high blood lipid levels at baseline (yes/no).
(DOC)
Acknowledgments
We thank our study participants. We also thank Ellen Kohlsdorf and
Wolfgang Bernigau for data management and Wolfgang Fleischhauer for
case ascertainment.
Author Contributions
Analyzed the data: AVR. Contributed reagents/materials/analysis tools:
CW HB. Wrote the paper: AVR. Critical review of the manuscript: CW IF
HB.
References
1. Siegel JM (2005) Clues to the functions of mammalian sleep. Nature 437:
1264–1271.
2. Irwin M (2002) Effects of sleep and sleep loss on immunity and cytokines. Brain
Behav Immun 16: 503–512.
3. Miller MA, Cappuccio FP (2007) Inflammation, sleep, obesity and cardiovas-
cular disease. Curr Vasc Pharmacol 5: 93–102.
4. Roth T (2007) Insomnia: definition, prevalence, etiology, and consequences.
J Clin Sleep Med 3: S7–10.
5. Bliwise DL (1996) Historical change in the report of daytime fatigue. Sleep 19:
462–464.
6. KnutsonKL, VanCauter E,RathouzPJ,DeLeireT,LauderdaleDS(2010)Trends
in the prevalence of short sleepers in the USA: 1975–2006. Sleep 33: 37–45.
7. Chatzitheochari S, Arber S (2009) Lack of sleep, work and the long hours culture:
evidence from the UK Time Use Survey. Work, Employment & Society 23: 30–48.
8. Sigurdson K, Ayas NT (2007) The public health and safety consequences of
sleep disorders. Can J Physiol Pharmacol 85: 179–183.
9. US-Sleep-Foundation (2005) Sleep in America poll- Summary of findings http:
//www.sleepfoundation.org/sites/default/files/2005_summary_of_findings.
pdf.
10. Knutson KL, Van Cauter E (2008) Associations between sleep loss and increased
risk of obesity and diabetes. Ann N Y Acad Sci 1129: 287–304.
11. Blask DE (2009) Melatonin, sleep disturbance and cancer risk. Sleep Med Rev
13: 257–264.
12. Cappuccio FP, D’Elia L, Strazzullo P, Miller MA (2010) Quantity and quality of
sleep and incidence of type 2 diabetes: a systematic review and meta-analysis.
Diabetes Care 33: 414–420.
13. Cappuccio FP, Cooper D, D’Elia L, Strazzullo P, Miller MA (2011) Sleep
duration predicts cardiovascular outcomes: a systematic review and meta-
analysis of prospective studies. Eur Heart J.
14. Mallon L, Broman JE, Hetta J (2005) High incidence of diabetes in men with
sleep complaints or short sleep duration: a 12-year follow-up study of a middle-
aged population. Diabetes Care 28: 2762–2767.
Sleep Duration and Chronic Diseases
PLoS ONE | www.plosone.org 8 January 2012 | Volume 7 | Issue 1 | e3097215. Gangwisch JE, Heymsfield SB, Boden-Albala B, Buijs RM, Kreier F, et al.
(2007) Sleep duration as a risk factor for diabetes incidence in a large U.S.
sample. Sleep 30: 1667–1673.
16. Chaput JP, Despres JP, Bouchard C, Astrup A, Tremblay A (2009) Sleep
duration as a risk factor for the development of type 2 diabetes or impaired
glucose tolerance: analyses of the Quebec Family Study. Sleep Med 10:
919–924.
17. Xu Q, Song Y, Hollenbeck A, Blair A, Schatzkin A, et al. (2010) Day napping
and short night sleeping are associated with higher risk of diabetes in older
adults. Diabetes Care 33: 78–83.
18. Beihl DA, Liese AD, Haffner SM (2009) Sleep duration as a risk factor for
incident type 2 diabetes in a multiethnic cohort. Ann Epidemiol 19: 351–357.
19. Ayas NT, White DP, Manson JE, Stampfer MJ, Speizer FE, et al. (2003) A
prospective study of sleep duration and coronary heart disease in women. Arch
Intern Med 163: 205–209.
20. Meisinger C, Heier M, Lowel H, Schneider A, Doring A (2007) Sleep duration
and sleep complaints and risk of myocardial infarction in middle-aged men and
women from the general population: the MONICA/KORA Augsburg cohort
study. Sleep 30: 1121–1127.
21. Chen JC, Brunner RL, Ren H, Wassertheil-Smoller S, Larson JC, et al. (2008)
Sleep duration and risk of ischemic stroke in postmenopausal women. Stroke 39:
3185–3192.
22. Amagai Y, Ishikawa S, Gotoh T, Kayaba K, Nakamura Y, et al. (2010) Sleep
duration and incidence of cardiovascular events in a Japanese population: the
Jichi Medical School cohort study. J Epidemiol 20: 106–110.
23. Chandola T, Ferrie JE, Perski A, Akbaraly T, Marmot MG (2010) The effect of
short sleep duration on coronary heart disease risk is greatest among those with
sleep disturbance: a prospective study from the Whitehall II cohort. Sleep 33:
739–744.
24. Kakizaki M, Kuriyama S, Sone T, Ohmori-Matsuda K, Hozawa A, et al. (2008)
Sleep duration and the risk of breast cancer: the Ohsaki Cohort Study.
Br J Cancer 99: 1502–1505.
25. Ayas NT, White DP, Al-Delaimy WK, Manson JE, Stampfer MJ, et al. (2003) A
prospective study of self-reported sleep duration and incident diabetes in women.
Diabetes Care 26: 380–384.
26. Yaggi HK, Araujo AB, McKinlay JB (2006) Sleep duration as a risk factor for
the development of type 2 diabetes. Diabetes Care 29: 657–661.
27. Qureshi AI, Giles WH, Croft JB, Bliwise DL (1997) Habitual sleep patterns and
risk for stroke and coronary heart disease: a 10-year follow-up from NHANES I.
Neurology 48: 904–911.
28. Tanabe N, Iso H, Seki N, Suzuki H, Yatsuya H, et al. (2010) Daytime napping
and mortality, with a special reference to cardiovascular disease: the JACC
study. Int J Epidemiol 39: 233–243.
29. Boeing H, Wahrendorf J, Becker N (1999) EPIC-Germany–A source for studies
into diet and risk of chronic diseases. European Investigation into Cancer and
Nutrition. Ann Nutr Metab 43: 195–204.
30. Bergmann MM, Bussas U, Boeing H (1999) Follow-up procedures in EPIC-
Germany–data quality aspects. European Prospective Investigation into Cancer
and Nutrition. Ann Nutr Metab 43: 225–234.
31. Kripke DF, Garfinkel L, Wingard DL, Klauber MR, Marler MR (2002)
Mortality associated with sleep duration and insomnia. Arch Gen Psychiatry 59:
131–136.
32. Patel SR, Ayas NT, Malhotra MR, White DP, Schernhammer ES, et al. (2004)
A prospective study of sleep duration and mortality risk in women. Sleep 27:
440–444.
33. Tamakoshi A, Ohno Y (2004) Self-reported sleep duration as a predictor of all-
cause mortality: results from the JACC study, Japan. Sleep 27: 51–54.
34. Hayashino Y, Fukuhara S, Suzukamo Y, Okamura T, Tanaka T, et al. (2007)
Relation between sleep quality and quantity, quality of life, and risk of
developing diabetes in healthy workers in Japan: the High-risk and Population
Strategy for Occupational Health Promotion (HIPOP-OHP) Study. BMC
Public Health 7: 129.
35. Bjorkelund C, Bondyr-Carlsson D, Lapidus L, Lissner L, Mansson J, et al. (2005)
Sleep disturbances in midlife unrelated to 32-year diabetes incidence: the
prospective population study of women in Gothenburg. Diabetes Care 28:
2739–2744.
36. Patel SR, Malhotra A, White DP, Gottlieb DJ, Hu FB (2006) Association
between reduced sleep and weight gain in women. Am J Epidemiol 164:
947–954.
37. Knutson KL, Spiegel K, Penev P, Van Cauter E (2007) The metabolic
consequences of sleep deprivation. Sleep Med Rev 11: 163–178.
38. Gangwisch JE (2009) Epidemiological evidence for the links between sleep,
circadian rhythms and metabolism. Obes Rev 10 Suppl 2: 37–45.
39. Verkasalo PK, Lillberg K, Stevens RG, Hublin C, Partinen M, et al. (2005)
Sleep duration and breast cancer: a prospective cohort study. Cancer Res 65:
9595–9600.
40. Wu AH, Wang R, Koh WP, Stanczyk FZ, Lee HP, et al. (2008) Sleep duration,
melatonin and breast cancer among Chinese women in Singapore. Carcino-
genesis 29: 1244–1248.
41. Pinheiro SP, Schernhammer ES, Tworoger SS, Michels KB (2006) A
prospective study on habitual duration of sleep and incidence of breast cancer
in a large cohort of women. Cancer Res 66: 5521–5525.
42. Gottlieb DJ, Redline S, Nieto FJ, Baldwin CM, Newman AB, et al. (2006)
Association of usual sleep duration with hypertension: the Sleep Heart Health
Study. Sleep 29: 1009–1014.
43. Mullington JM, Haack M, Toth M, Serrador JM, Meier-Ewert HK (2009)
Cardiovascular, inflammatory, and metabolic consequences of sleep deprivation.
Prog Cardiovasc Dis 51: 294–302.
44. Meier-Ewert HK, Ridker PM, Rifai N, Regan MM, Price NJ, et al. (2004) Effect
of sleep loss on C-reactive protein, an inflammatory marker of cardiovascular
risk. J Am Coll Cardiol 43: 678–683.
45. Gangwisch JE, Heymsfield SB, Boden-Albala B, Buijs RM, Kreier F, et al.
(2006) Short sleep duration as a risk factor for hypertension: analyses of the first
National Health and Nutrition Examination Survey. Hypertension 47: 833–839.
46. Leproult R, Copinschi G, Buxton O, Van Cauter E (1997) Sleep loss results in
an elevation of cortisol levels the next evening. Sleep 20: 865–870.
47. Spiegel K, Leproult R, Van Cauter E (1999) Impact of sleep debt on metabolic
and endocrine function. Lancet 354: 1435–1439.
48. Stranges S, Dorn JM, Shipley MJ, Kandala NB, Trevisan M, et al. (2008)
Correlates of short and long sleep duration: a cross-cultural comparison between
the United Kingdom and the United States: the Whitehall II Study and the
Western New York Health Study. Am J Epidemiol 168: 1353–1364.
49. Asplund R (1996) Daytime sleepiness and napping amongst the elderly in
relation to somatic health and medical treatment. J Intern Med 239: 261–267.
50. Asplund R, Aberg H (1998) Daytime sleepiness in 40–64 year-old women in
relation to somatic health and medical treatment. Scand J Prim Health Care 16:
112–116.
51. Foley DJ, Vitiello MV, Bliwise DL, Ancoli-Israel S, Monjan AA, et al. (2007)
Frequent napping is associated with excessive daytime sleepiness, depression,
pain, and nocturia in older adults: findings from the National Sleep Foundation
‘2003 Sleep in America’ Poll. Am J Geriatr Psychiatry 15: 344–350.
52. Dhand R, Sohal H (2006) Good sleep, bad sleep! The role of daytime naps in
healthy adults. Curr Opin Pulm Med 12: 379–382.
53. Stang A, Dragano N, Poole C, Moebus S, Mohlenkamp S, et al. (2007) Daily
siesta, cardiovascular risk factors, and measures of subclinical atherosclerosis:
results of the Heinz Nixdorf Recall Study. Sleep 30: 1111–1119.
54. Naska A, Oikonomou E, Trichopoulou A, Psaltopoulou T, Trichopoulos D
(2007) Siesta in healthy adults and coronary mortality in the general population.
Arch Intern Med 167: 296–301.
55. Milner CE, Cote KA (2009) Benefits of napping in healthy adults: impact of nap
length, time of day, age, and experience with napping. J Sleep Res 18: 272–281.
56. Boeing H, Korfmann A, Bergmann MM (1999) Recruitment procedures of
EPIC-Germany. European Investigation into Cancer and Nutrition. Ann Nutr
Metab 43: 205–215.
57. Lauderdale DS, Knutson KL, Yan LL, Liu K, Rathouz PJ (2008) Self-reported
and measured sleep duration: how similar are they? Epidemiology 19: 838–845.
58. Signal TL, Gale J, Gander PH (2005) Sleep measurement in flight crew:
comparing actigraphic and subjective estimates to polysomnography. Aviat
Space Environ Med 76: 1058–1063.
59. Lockley SW, Skene DJ, Arendt J (1999) Comparison between subjective and
actigraphic measurement of sleep and sleep rhythms. J Sleep Res 8: 175–183.
60. Lauderdale DS, Knutson KL, Yan LL, Rathouz PJ, Hulley SB, et al. (2006)
Objectively measured sleep characteristics among early-middle-aged adults: the
CARDIA study. Am J Epidemiol 164: 5–16.
61. Volzke H, Alte D, Schmidt CO, Radke D, Lorbeer R, et al. (2011) Cohort
Profile: The Study of Health in Pomerania. Int J Epidemiol 40: 294–307.
Sleep Duration and Chronic Diseases
PLoS ONE | www.plosone.org 9 January 2012 | Volume 7 | Issue 1 | e30972